controlled. Multiplebiopsies must be taken before treatment and prolonged follow up is essential. Any ulcer which heals incompletely or recurs should be viewed with great suspicion.
In the West Indies and in other tropical areas multiple venereal infections are common; one individual may show signs of three or four different diseases; it is particularly confusing when lymphogranuloma venereum and donovanosis occur together. The incubation period of these diseases is unknown and there is evidence that many individuals acquire the infections and never develop lesions or do so months or years later. Possibly this explains the sporadic occurrence of the chronic venereal granulomata even in tropical clinics and their relative infrequency among the immigrant population in Britain. However, they need to be kept in mind, particularly in the differential diagnosis of genital malignancy in both sexes and because they probably predispose to carcinoma. 48,773 (1967) In: Lawson & Stewart (1967) Stern (1958) states that the natural history of local pelvic infection has in recent years undergone a complete change from that found in the classical descriptions set forth by accurate observers in the past.
Modern antibiotic compounds of wide range and potency have, together with blood transfusion, contributed to effective and successful treatment in the tropics as elsewhere; however, florid infection and its sequelte are still seen and may be compared with malaria as a major cause of acute and chronic ill health. The commonly resulting childlessness is a social tragedy in a woman in a backward society.
Any consideration of disease in the tropics must take note of cultural attitudes. When gonorrheea was introduced into Uganda, its contraction by the ruling Monarch in Buganda in the 1870s gave it somewhat of a social cachet and sufferers were known as the 'Amazira' or the 'brave ones'. By no means confined to the tropics and dying hard is the belief that intercourse with a virgin will cure gonorrhoea in the male.
True incidence of a disease in a tropical community is difficult to discover and, although the purpose of this paper is to illustrate a world problem, the subject matter is based on an analysis of admissions to the gynxcological wards of Mulago Hospital, the teaching hospital of the University of East Africa in Kampala, Uganda.
Outpatients: Acute and chronic infections of vagina and cervix are common and vulval sores and condylomata frequently seen. In a review of 10,000 cases examined by exfoliative cytology, a 40% incidence of vaginal infection with Trichomonas vaginalis was found. Acute and chronic endometritis are common and contribute substantially to the spectrum of menstrual irregularities. Every year about 12 girls are referred within the first few months of life with possible congenital anomalies of the vulva: they usually have fused labia minora as the result of infection and respond well to separation, often as outpatients. This is followed by systemic penicillin, antibiotic cream and small amounts ofcestrogen. Bartholin's abcess is common and is treated by marsupialization.
Inpatients: Among 1,066 gynicological admissions (Table 1) to Mulago Hospital in 1965 there were 234 cases of pelvic inflammatory disease. If to the patients with pelvic infections are added those with closely related ectopic gestations and infertility, the total becomes nearly half of those admitted. This is brought out in Table 2 phogranuloma inguinale is rare and lymphogranuloma venereum is seen much less commonly than in the past. The group of 234 cases admitted with pelvic infection fall into the main headings of Table 3 ; more detailed analysis is of limited value. They are an interesting group, stoical in the presence of a long-standing debilitating illness with frequent exacerbations. Individuals often show scarification on their abdominal wall, distinguishable from tribal markings only by their irregularity and their coincidence with tender, tumorous areas. In spite of many pints of pus locked in pyosalpinges, they may have little fever and make an astonishingly rapid recovery when the pus has been evacuated. In many cases the white blood count is little raised.
,Etiology
In Uganda the commonest conditions predisposing to pelvic inflammatory disease are venereal disease, followed by puerperal infection. Griffiths (1963) has calculated that in some parts of the country as many as half the women have been sterilized by the age of 30 by gonorrhoea. It is difficult to be sure of the exact role of puerperal infection here; a large number of labours are conducted at home with no trained supervision, and admissions to delivery units are often long delayed. Consideration of ectopic gestations in Uganda compared with a series from England reveals that the Uganda series is both younger and more fertile, suggesting that puerperal sepsis may replace such conditions as endometriosis in ttiological importance (Hokororo & Trussell 1968) . Ectopic gestations will occasionally become infected, which may obscure the original etiology. Many areas both within and without Africa would rate septic abortion before either gonorrhoea or puerperal sepsis in etiological importance; this ,sequel to criminal interference is mercifully rare as yet in the areas on which this paper is based.
Presentation
Acute salpingitis: Diagnosis is simplified where acute appendicitis is uncommon. The most useful features distinguishing salpingitis from gastrointestinal lesions have been the time relationship to menstruation, the preponderance of pain over gastrointestinal symptoms and the customary 'bilateral lower abdominal location of the pain.
An alternative diagnosis that is important in the tropics is ectopic gestation, particularly unruptured or leaking, much commoner than ovulation bleeding or corpus luteum hxemorrhage; needle exploration of the pouch of Douglas has value here. Where patients must be discharged as rapidly as possible and follow up is difficult, a policy of laparatomy when serious doubt exists is the right one: in areas of poor communication maternal death may arise as a result of unwise discharge of patients in whom a leaking ectopic has been missed. Rarely typhoid fever may present with predominantly abdominal signs. Two-thirds of individuals recovering from an initial attack of acute gonorrhoea have unimpaired fertility; too many of our patients present only after the untreated condition has progressed to pyosalpinx or after repeated attacks have resulted in permanent pathology.
The remaining patients may be discussed under three headings: (1) Acute febrile admission. (2) Collapse with or without hypotension. (3) Chronic pelvic infection. Acute febrile admission: A history will often be obtained of repeated febrile illness. Patients will be toxic, dehydrated with a rapid pulse rate. The abdomen will be generally enlarged with a degree of intestinal ileus. Extreme diffuse tenderness in the lower abdomen will often only hint at the detailed pathology; indeed the precise location or origin of the pus will not at this time be overwhelmingly important. Vaginal and rectal examination will elicit heat and extreme tenderness; rarely in our series was there evidence of a focus of pus pointing in the pouch of Douglas. This group of patients will always benefit from initially conservative therapy. Fluid balance must be restored and a wide spectrum antibiotic prescribed. Our practice, dictated partly by reasons of economy, is to start with penicillin and streptomycin and move readily to tetracycline if there is no clinical response in 48 hours. Although we have the co-operation of a department of microbiology, take a high vaginal or cervical swab on admission and search assiduously for an organism whose sensitivity would be useful in planning continued therapy, the results have been disappointing. The infection is usually a mixed one, including anerobic streptococci and Esch. coli, probably bearing little relationship to the initiating organisms. Clostridium welchii is rare. At its best, we find this examination useful only as an adjunct to good clinical judgment.
As a result of this therapy the condition may improve, localization and resolution of an abdominopelvic mass taking place. If this resolution is substantial, the patient is customarily allowed to return home and reviewed in three months time. Short wave diathermy is valuable where resolution is sluggish. At any time, under con-Section ofObstetrics and Gyntacology servative therapy improvement may cease and surgery become imperative. Abdominal exploration of such a case is rarely regretted but the same cannot be said of procrastination. Lack of progress may imply the failure of antibiotics to reach active organisms or may be associated with the leak or rupture of a pyosalpinx. The extrapelvic localization of pus, as in a subphrenic abscess, or the development of intestinal obstruction may present problems of the greatest diagnostic difficulty in a patient who is already severely ill; surgery should not be long deferred when these complications are suspected. When a falling temperature begins to swing again, the pulse rate to rise and vomiting, abdominal pain and tenderness return, the time for conservatism has passed. Experience in East Africa teaches that the pyosalpinx or tubo-ovarian abcess is usually fixed high on the pelvic wall, so a vaginal approach is rarely possible. Details of operations done in the present series are shown in Table 4 . Total hysterectomy with the removal of both diseased appendages will clearly give the best chance of cure but this course of action must frequently be modified by the patient's age, many being in their late teens and early 20s, and by her local and general condition which will often not permit anything but simple drainage. Our practice is to approach the pelvis by a midline incision and, when surgery is restricted to drainage of a series of abscess cavities, to follow this by the introduction of a corrugated rubber drain via a stab incision in the lateral abdominal wall. On several occasions, a large well-walled abdominal abcess cavity has been marsupialized to the lower end of the abdominal incision; this represents a restricted but occasionally useful technique. Any patient treated by such limited surgery is likely to be subject to recurrent attacks of pelvic infection, which may be a heavy price to pay for the retention of cyclical bleeding. In such cases the Falk procedure has much to recommend it. The operation consists of dividing the fallopian tube at the uterine cornu, in the belief that the majority of cases seen with a recurrence of inflammatory disease represent a fresh ascending infection. It is difficult to assess the precise value of this technique without a carefully controlled follow up but we have seen no recurrence following its use. Admission in collapse: Patients whose pelvic inflammatory disease follows septic abortion or is associated with the puerperal infection which follows prolonged neglected labour or ruptured uterus may present with a picture whose predominant feature is collapse, usually with hypotension. This is also seen with rupture or leak of a pyosalpinx or tubo-ovarian abscess into the general peritoneal cavity. This group of patients with severe electrolyte disturbance, toxaemia, renal failure and possible suprarenal exhaustion presents a special problem and carries a high mortality.
The mechanism of this collapse, where blood loss is not severe, is in many cases believed to be bacterikmic shock and immediate steps must be taken to deal with the effects of an overwhelming infection. Recent experience confirms reports of other workers that chloramphenicol is an excellent and safe drug in these circumstances and anf initial dose of 1-2 g is given combined with 5-10 million units of penicillin. Gastric suction and careful electrolyte control is an urgent consideration, best dealt with in an intensive care unit. It is our belief that this type of case will benefit from hydrocortisone, which is given in large doses of the order of 500 to 1,000 mg every 3-4 hours. It is difficult to resist the temptation to use vasopressins for sustained hypotension but their value is problematical and the resulting increase in peripheral vasoconstriction may be undesirable. Examination and culture of a high vaginal swab, blood and any available pus should be made and the possibility of a gas-forming Clostridium welchii be borne in mind. Anti-gas-gangrene serum should be given if the latter infection is seriously suspected.
The timing of surgical interference in these patients is a matter for individual consideration but the maxim 'sooner rather than later' is wise: certainly lives will be lost if full recovery is awaited before operating on a ruptured uterus or a ruptured pyosalpinx; delay should be measured in hours. A little longer may be allowed before evacuating the contents of a uterus with an incomplete septic abortion but few patients benefit for longer than 24 hours before this is done. Surgery should be limited to the least necessary and a local anxsthetic in the severely ill will increase the chance of survival. Suction of all free pus is recommended and post-operative drainage is wise.
Careful attention after operation is as necessary as before and must envisage the possible recurrence of isolated pockets of pus which may need to be evacuated. A case which shows initial improvement and subsequent deterioration must be considered as a possible subphrenic abscess. Intestinal obstruction may develop during the recovery phase. The possibility of renal failure must prevent overtransfusion. These patients are. not usually suitable for peritoneal dialysis.
Chronic pelvic infection: This group of patients usually present with a history of longstanding lower abdominal pain, backache, menstrual irregularity and infertility. There will have been frequent attacks of febrile illness in the past that may have been treated by local 'practitioners' by any means from abdominal scarification and injection to the introduction of leaves and herbs into the vagina. Often infertility finally brings the patient to seek expert advice and it is this aspect of the disease which is the least hopeful.
A low-grade pyrexia may be present, most often not. Occasionally a discrete adnexal mass may be recognized; frequently a bilateral thickening, compounded of fallopian tube, ovary, bowel and omentum, may be felt through an indurated parametrium; a fixed cervix with a chronic infection will often complete the picture.
Attempts must be made to improve the wellbeing of the patient; malnutrition, anemia and intestinal infestation should be corrected. A combination of antibiotics and pelvic shortwave diathermy will give relief in many cases and attention to a chronic cervicitis by cautery or cone -excision will occasionally surprise by a marked alleviation of symptoms. Advice to the patient and treatment of a sexual partner will reduce the opportunity for reinfection.
Infertility has already been referred to as a ,major worry for the patient but very little can be done for it. Even investigation by insufflation or salpingography is fraught with danger and, if attempted, must be followed carefully for 24 hours. Tubal implantation may be successful where tubal block is confined to the uterine cornu but this is the exception in the type of chronic infection under discussion: we have had very little success in these cases by any form of tuboplasty. Preston (1962, personal communication) has reported isolated cases of success from the implantation of an ovary into the uterus; we have tried this and also a free ovarian graft but no pregnancy has resulted. If surgery proves necessary for intractable pain, it is possible to excise a single badly diseased appendage and, if the remaining fallopian tube is divided by the Falk procedure, a satisfactory conservation may be achieved.
The possibility of pelvic tuberculosis must be considered in both low-grade pelvic inflammatory disease and also in the massive pyosalpinx. This may be suggested by a history of pulmonary tuberculosis or by the histological examination of uterine curettings but must usually be confirmed by animal inoculation or culture; it has not proved to be very common in the present series.
IPrevention
Better midwifery services and easier access to good medical facilities will reduce the incidence of dis-abling disease, but ultimately a reduction in the amount of pelvic inflammatory disease will wait on education of the population and reduction in promiscuity. In many cases breakdown of the tribal mores associated with an increased urban migration has destroyed a pattern of living and has supplied little to replace it.
